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Methods
Nineteen of the mycobacteria identified were primary isolations made at this laboratory and five were referred from neighbouring hospitals for identification of species and testing for drug susceptibility. For decontamination of sputum samples we used Nassau's and Petroffs methods in conjunction, and specimens were then inoculated on to neutral and acidified Lowenstein-Jensen and pyruvic acid media.1
These were incubated at 37°C and examined at weekly intervals for up to two months before being discarded. Mbovis was differentiated from M tuberculosis initially by its dysgonic growth with enhancement by pyruvate and by its resistance to pyrazinamide. Since 1977 failure to reduce nitrate or synthesise niacin and susceptibility to thiopen-2-carboxylic acid hydrazide have been used as confirmatory tests; oxygen preference was not determined. Mbovis is distinguishable from Mafricanum by its resistance to pyrazinamide and this was determined at the Tuberculosis Reference Laboratory, Cardiff. Drug sensitivity testing was performed by the resistance ratio method. In a recent study of bacteriologically confirmed cases of pulmonary tuberculosis in England and Wales,9 the proportion of Mbovis isolates was 0-8%, which is very similar to the proportion in this study (0-9%). The percentage of total Mbovis isolates recovered from the respiratory tract has ranged from 39% in Scotland to 89% in Czechoslovakia in 13 articles published in the last two decades (table 3).3 9 -20 There is no evidence to suggest that pulmonary infection by Mbovis differs clinically, radiologically, or in its postmortem appearances from that due to Mtuberculosis. All patients on whom information was available suffered typical "tuberculosis" that was indistinguishable from the disease caused by human strains. Why Mbovis fails to maintain itself in the human population through "open" cases in a manner analogous to M tuberculosis is not known.
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